images to aid in the identification of acute spinal cord hemorrhage.
The depiction of SCI on MRI not only correlates well with the degree of neurologic deficit but it also bears significant implications in regard to prognosis and potential for neurological recovery. [3] As MRI is an excellent diagnostic modality for the evaluation of spinal trauma, it is possible that the MRI findings correlate directly with the degree of neurological deficit according to the American Spinal Injury Association (ASIA) impairment scale. The purpose of this study was to evaluate this correlation.
Aims and objectives
The aims and objectives of the study were to document morphological changes in the spinal cord, vertebra and adjacent soft tissues in patients with trauma and to correlate the level and severity of injury on MRI with resultant neurological outcome.
MateRIals and Methods

Source of data
This prospective observational study was conducted over a period of 18 months from January 2016 to June 2017 on 57 patients with spinal trauma who underwent MRI of the spine. Prior written informed consent was obtained. The patients were included if they fulfilled the inclusion and exclusion criteria. Inclusion criteria: All the patients of acute spinal trauma undergoing MRI formed the study group. Exclusion criteria: Patients with associated head injury or patients in whom MRI is contraindicated (including but not limited to noncooperation, in situ metallic implants, cochlear implants, pacemakers, previous spine surgeries, and claustrophobia).
Method of data collection
MRI of the spine was performed with the patient in the supine position using 1.5 Tesla MR Scanner (Magnetom Avanto, Siemens) both in the axial and sagittal planes using a combination of pulse sequences. Sagittal and axial T1-and T2-weighted c, coronal short tau inversion recovery and GRE sequences were performed for the evaluation of vertebra, disc, spinal cord, and soft tissue. Sagittal images were 5.0-mm thick with a 0.5-mm slice gap. The field of view (FOV) of the area of interest was adequate at 24 cm in the cervical spine and at 32 cm in the lumbosacral spine. In the dorsolumbar spine, a large FOV was used (34/36 cm) for accurate labeling of the involved levels.
T2-weighted information was obtained using a single fast spine echo (FSE) acquisition using a split echo train, resulting in an intermediate T2 WI sequences. For the short TE image, an echo train of three with two excitations was used, whereas for the long TE image an echo train of 15-30 with single excitation was used. For each sequence, 256-448 steps were followed in both the frequency and phase axes. Fat suppression was employed on the long TR sequences to improve visualization of edema in the posterior ligamentous complexes. Axial images were obtained using FSE or GRE pulse sequences. Technical parameters included 16° flip angle, minimum Repetition time (TR)/Echo time (TE), 224 × 320 matrix and two excitations in T1 WI and one excitation in T2 WI. The TE used was <15 ms in T1 WI and up to 100 ms in T2 WI to minimize unwanted susceptibility artifacts that might exaggerate bony stenosis.
The following findings were identified after assessing the MR images: Cord transection, cord hemorrhage, cord edema, epidural hemorrhage, and normal cord. Change in ASIA impairment scale (ASI) toward lower grade between admission and discharge was considered neurological recovery, whereas no improvement or worsening was considered as no recovery.
Clinical assessment of spinal cord injury
Data analysis
The strength of association between extent of SCI and outcome were described using the Odds ratio. Chi-square test of significance was used to assess the association between MR findings and clinical outcome.
Results
In this study, 57 patients of spinal trauma were observed. Majority of the patients were males (n = 49; 86%). Most common age group in our study was 21-40 years (n = 26; 45.6%), followed by 41-60 years (n = 19; 33.3%). Patients with an age group of 20 years and below were 12.3% (n = 7), and 8.8% of patients (n = 5) were in the age group of 61 years and above.
In 32 patients (56.14%), the cause of injury was fall from height followed by road traffic accident (RTA) (n = 21; 36.84%) and fall of weight (n = 4; 7.02%).
Level of injury
The most common level of injury was cervical level. Of 57 patients, 25 patients (43.86%) had injury at cervical level followed by dorsal and lumbar levels (n = 12 each; 21.05%) and finally, eight patients (14.04%) had dorsolumbar injury.
Magnetic resonance imaging findings in spinal trauma cases
Out of 57 patients, 44 patients (77.19%) had cord abnormalities, whereas rest (n = 13; 22.80%) had no cord changes (normal cord).
The various MRI findings were cord edema (n = 23), cord contusion/edema (n = 10) [ Figures 1 and 2] , spinal canal stenosis due to retropulsion (n = 7) [ Figure 3 ], cord transection with contusion/edema (n = 4) [ Figures 1 and 2 ], cord hemorrhage [ Figure 1 ], epidural edema (n = 3 each) [ Figure 4 ], and normal findings in 13 patients [ Table 1 ]. Out of 57 patients, 12 patients (21.05%) had cord compression. It was observed that patients with normal cord were associated with significantly better neurological status at admission (P < 0.001).
Categorization of patients based on the American spinal injury association impairment scale
In this study, spinal trauma patients were grouped into five categories based on ASIA impairments scale (AIS) at the time of admission.
The most common presentation was ASIA A in 22 patients (39%) followed by ASIA C in 13 patients (23%), ASIA D in 12 patients (21%), ASIA E in 8 patients (14%), and finally ASIA B in two patients (3.5%). 
Magnetic resonance imaging findings and neurological status at the time of admission
In all patients with cord transection (n = 4), cord hemorrhage and epidural hematoma (n = 3 each) the initial neurological status was ASIA A. There were 23 patients with cord edema among whom 10 patients had initial neurological status of ASIA A, seven had ASIA C, four had ASIA D and remaining two had ASIA B [ Table 2 ].
Among 10 patients with cord contusion/edema, eight patients had initial neurological status of ASIA A and rest of two had ASIA C. Spinal canal stenosis was noted in seven patients, among whom three patients had the initial neurological status of ASIA C, three patients had ASIA D and one patient had ASIA E [ Table 2 ].
Out of 57 patients, 30 patients (53%) were managed by surgically and 27 patients (47%) were managed conservatively [ Table 2 ].
Neurological recovery in patients with different magnetic resonance imaging findings
Four patients with cord transection and three patients with cord hemorrhage did not show any improvement in their neurological status over the period of their hospital stay. Out of 10 patients with cord contusion/edema, the neurological improvement was seen in five patients (50%) and remaining five patients (50%) showed no improvement.
Out of 23 patients with only cord edema, 13 patients (56.52%) showed improvement and 10 patients (43.47%) showed no improvement. Out of three patients with epidural hematoma, two patients showed improvement, whereas one patient did not improve. Finally, of 13 patients with normal cord, six patients had neurological deficit, all of them improved. In our study, seven patients had spinal canal stenosis out of which six patients had neurological deficit, of them four patients showed improvement and two patients did not improve.
When MRI findings were compared with the neurological outcome, it was observed that there was no neurological improvement in patients with cord transection with contusion/ edema and cord hemorrhage. Furthermore, these patients had a significantly worse outcome when compared with other MRI findings (P < 0.05). There was no significant difference in outcome among patients with cord contusion/edema compared with spinal canal stenosis (P = 0.34) and cord contusion/edema compared with cord edema only (P = 0.37). There was statistically no significant difference in terms of neurological improvement among patients with cord contusion/ edema and epidural hemorrhage (P = 0.34). Similarly, when patients with cord edema were compared with patients with epidural hemorrhage, there was no significant difference in terms of neurological improvement (P = 0.39). There was no significant difference in neurological outcome among patients with spinal canal stenosis when compared with patients with cord contusion/edema (P = 0.28), cord edema (P = 0.34), and epidural hematoma (P = 0.49). All the patients with normal cord showed neurological improvement at the end of the study [ Table 3 ].
Neurological outcome at the time of discharge Change in the American spinal injury association status at discharge (initial American spinal injury association scale a)
Out of 22 patients with complete SCI (ASIA A), nine patients (41%) showed improvement in their neurological status over the period of hospital stay.
Change in the American spinal injury association status at discharge (initial American spinal injury association scale b)
Two patients were in ASIA B, among them one patient (50%) improved to ASIA C and one did not improve.
Change in the American spinal injury association status at discharge (initial American spinal injury association scale c)
Out of 13 patients with ASIA C, eight patients (61.5%) showed improvement and five patients (38.5%) did not improve.
Change in the American spinal injury association status at discharge (initial American spinal injury association scale d)
Out of 12 patients with initial ASIA D, 10 patients (83%) showed improvement, two patients (17%) did not improve. 8  0  2  0  0  10  Cord edema  10  2  7  4  0  23  Spinal canal stenosis  0  0  3  3  1  7  Normal cord  0  0  1  5  7  13  Epidural hematoma  3  0  0  0  0  3  Total  28  2  13  12  8 63* *Few patients had multiple findings. ASIA: American Spine Injury Association, MRI: Magnetic resonance imaging
Neurological outcome in patients of spinal trauma
In this study, out of 57 patients, 27 patients (49%) showed improvement in neurological status, 21 patients (37%) showed no improvement and eight patients (14%) had no neurological deficit at the time of admission.
dIscussIon
In our prospective study, 57 patients underwent MRI for evaluation of spinal trauma with majority being males (86%) a trend reported elsewhere among the Indian population. [4] Young-and middle-aged men were the most common age group involved. Again a similar trend that has been reported in other studies. [5] [6] [7] The most common cause of injury was fall from height, followed by RTA. A literature review by Chiu et al. also reported that the most common modes of injuries were fall from height, followed by RTA, in concordance with our study. [8] Other studies among Indian population have reported fall from height as the most common cause of SCI followed by RTA (44.5%-50.9%). [2, 6] Singh et al. also reported that falls were more common in young adults, it partly explains the higher number of patients presenting with a history of fall from height. [6] It is possible that young-and middle-aged men are more active outdoors and this may probably explain their increased numbers in our study.
The cervical injury was the most common injury followed by dorsal and lumbar injuries. Cervical spine is probably the most common site for injury due to its excessive mobility and lack of supporting structures. [4] Cervical spine fractures are also more common among the elderly and uncommon among children. [9] Our study population mostly involved adults with <15% involving children. This may explain the similar incidence of cervical injuries reported elsewhere. [4] Other studies have reported that thoracolumbar spinal injuries are more common compared with cervical spine fractures. [9] In our study, abnormal cord findings were observed in >75% of patients. Other studies have also reported a large proportion of patients with abnormal cord findings ranging from 70% to 75%. [3, 10] Cord edema was the commonest cord signal abnormality detected, which is in agreement with the studies done by Parashari et al. [3] and Andreoli et al. [11] Other cord abnormalities observed were cord contusion/edema only, spinal canal stenosis due to retropulsion, cord transection with cord contusion/edema, cord hemorrhage, and epidural hematoma.
The categorization of patients into different groups based on ASIA impairments scale (AIS) showed that most common neurological status was ASIA A in 22 patients (39%), followed by ASIA C in 13 patients (23%), ASIA D in 12 patients (21%), ASIA E in eight patients (14%) and the least common being ASIA B in two patients (3.5%). Parashari et al., [3] Andreoli et al. [11] and Magu et al. [2] all pointed out to ASIA A being the most common neurological status in patients with spinal trauma in agreement with our study.
Correlation of MRI findings with neurological outcome revealed that out of 57 patients, 28 patients (49%) showed improvement in their neurological status, 21 patients (37%) showed no improvement, whereas the remaining eight patients had no neurological deficit at the time of admission. Four patients with cord transection and three patients with cord hemorrhage did not show any improvement in their neurological status over the period of their hospital stay. The presence of these findings on MRI indicated dismal prognosis. Various studies have reported that cord hemorrhage was associated with the poor neurological outcome as compared to cord contusion and edema. [12] [13] [14] [15] [16] Shepard and Bracken [17] showed that the presence of cord hemorrhage is associated with worse prognosis. Gupta et al. [4] reported that cord hemorrhage is associated with complete SCI with no recovery on follow-up. Qiu et al. [18] showed that all the cases with cord transection showed complete SCIs without neurological recovery. Cord transection should be the best predictors for complete SCI.
Among patients with cord contusion/edema pattern, the neurological improvement was seen in half of them. Similarly, more than half of patients with cord edema only (56.5%) showed improvement. These findings are similar to other studies done by Gupta et al., [4] Ramón et al. [14] and Kulkarni et al. [10] Cord edema indicates the incomplete type of SCI as the damage at the cellular level is reversible to some extent. Many of these patients initially show evidence of neurological deficit. 
